SUMMARY Eight of 11 patients who satisfy Smythe lower cervical and lower lumbar regions of the spine, the gluteus medius, and the medial fat pad of the knee. Apart from the spinal regions the sites of tenderness are bilateral, and many other areas not included in the 14 specified sites may also be tender in 'fibrositic' individuals.
Patients and methods
The details of the 11 patients are shown in Table 2 . There were 8 women and 3 men. The age range at the time of diagnosis of 'fibrositis' was from 27 to 44 years, with a mean of 35 54 years. None of the 11 patients had any signs of inflammatory arthritis at the initial consultation, which included a complete physical examination. A routine blood count, erythrocyte sedimentation rate (ESR), and estimations of rheumatoid factor and serum thyroxine (T4) were performed on all patients. The initial results revealed no abnormality.
Results
The 11 patients were followed up prospectively, and 8 patients (cases 1 to 6 and cases 8 and 10) developed carpal tunnel syndrome (CTS). The dominant hand was usually involved, but in 2 patients (cases 3 and 8) the onset was bilateral.
The diagnosis of CTS was made according to the following criteria: sensory signs in the median nerve distribution, thenar muscle wasting or weakness, and a median nerve motor latency at the wrist greater than 4-5 ms. The serum T4 was in the normal range 232 for the 8 patients with CTS. The approximate interval between the diagnosis of 'fibrositis' and the development of CTS varied between 2 and 10 months, an average of 5 months (Table 2 ). Subsequently 6 of these 8 patients with CTS developed an inflammatory polyarthritis (Table 3) , but it is difficult to pinpoint with any accuracy the exact time when this occurred, as the arthritis developed insidiously. The 6 patients satisfied the American Rheumatism Association criteria for rheumatoid arthritis (RA),2 though only 3 were seropositive and fulfilled the criteria for classical RA (cases 3, 8, and 10). These 3 patients had a higher ESR at the time of writing than the three patients who were seronegative and who satisfied the criteria for definite RA (cases 2, 4, and 6). The arthritis principally involved the hands and wrists, making the symptoms of CTS much worse. All patients required injections of hydrocortisone acetate into one or both carpal tunnels, but none required surgical decompression of the median nerves.
A careful watch was kept on the other 2 patients with CTS (cases 1 and 5) and the 3 patients with neither CTS nor RA (cases 7, 9, and 11) who had not developed any additional complication. All 11 patients continued to be seen at regular intervals in the outpatient department by the author.
Discussion
This paper highlights a problem in diagnosis. It could be argued that this series merely represents a crosssection of patients, some with 'fibrositis', and some with undiagnosed RA, as it is well known that CTS may be the first presenting feature of RA. Perhaps if nerve conduction studies had been carried out on the 11 patients at the time of the initial consultation the diagnosis of CTS might have been made earlier.
Nerve conduction studies shortly after CTS was diagnosed revealed a prolonged motor latency for the median nerve at the wrist of more than 4' 5 ms in the 8 patients with this complication. The fact remains, however, that this was a prospective study adopting Smythe's criteria for 'fibrositis', yet only 11 such patients were diagnosed in a 5-year period, though many times that number were seen with CTS who did not meet the criteria for the 'fibrositis' syndrome (Table 1) . Of these 8 patients 6 have developed an inflammatory polyarthritis, 3 of whom are seropositive (cases 3, 8, and 10).
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